M. STRAKER, M.D.', C. YUNG, M.D." and L. WEISS" Emergency psychiatric services at the Montreal General Hospital have been broadened to include a four-bed, seventytwo hour service modelled on the intensive care unit. It was anticipated that this new service would prove useful in meeting the increasing community demands on the general hospital. This report describes the first year of operation of this service. Examination of the experience and statistics supports the conclusion that the project is indeed a useful extension of the department of psychiatry, and continuation of the service is assured.
From modest beginnings in 1946, the Montreal General Hospital Department of Psychiatry has developed a comprehensive system of services. There are inpatient services, part-time day and night centre services, consultation services, and a large outpatient department. In addition to patient care, the teaching and training of undergraduates and postgraduates is an important function .'
The growth of the outpatient department psychiatric activity has been remarkable in the past decade. Brief therapy concepts have been adapted to outpatient work (10, 11) . Observations support an~confirm reports from other sources that this is a useful approach (1, 6, 15) . Further evolutions from outpatient activities have included walk-in clinics (3, 5, 14) and twentyfour-hour emergency room services. Tourney (13) pointed to the inconsistent therapeutic fashions in psychiatry but emphasized that sound techniques remain. It seems clear that emergency room psychiatry is not a passing fad but will develop and its role will be strengthened. Availability of immediate help in a crisis, the opportunities for preventive therapy and for teaching and learning are obvious benefits (8, 9) . Psychiatric emergencies are responded to in the same location where medical and surgical emergencies are treated. The psychiatric resident, assigned to this service for a six-month rotation, examines all patients who arrive between 8 a.m, and 5 p.m. The senior author supervises all activities concerned with these patients. From 5 p.m. daily until 8 a.m. another resident, on duty rotation, provides the same coverage and is assisted by a staff psychiatrist who is available for consultation.
For the year under review (1, September 1968 to 31, August, 1969), there were 1,141 psychiatric patients examined and treated in the casualty area. The peak months were November, December and January. It is estimated that between 10 and 15 per cent were revisits. Psychiatric patients accounted for approximately 3 per cent of the total number of patients treated in the emergency area.
Review of the psychiatric population indicated that 54 per cent were self-referred, 56.3 per cent were females, only 33.3 per cent were married and 52 per cent were between the ages of twenty-one and forty.
By psychiatric diagnosis, 31.9 per cent of the patients presented with psychosis, of which nearly half were schizophrenic, 50 per cent were diagnosed as suffering from. various types of psychoneuroses and the remainder included personality and miscellaneous disorders. Approximately 20 per cent of the patients had attempted suicide and this was the immediate crisis.
A number of reports have underlined the importance of the availability of hospital beds to permit effective operation of an emergency service. Straker (12) indicated that 50 per cent of the Mt. Sinai emergencyroom patients needed immediate hospital admission. Further support for this view is presented by Blais (2) in a Canadian hos-pital study, Johnson (4) in a United Kingdom community study and Norman et al. (7) in a walk-in clinic study.
Proper psychiatric evaluation of emergency patients allows for therapeutic management. A period of observation, repeated mental status determinations, contacts with family, social agencies and other hospitals provide for evaluation. Disposal statistics have established that 54 patients (4.7 per cent) were committed to mental hospitals directly, 5 per cent were redirected back to other hospitals in their own catchment area but the remaining 90 per cent were directed to the resources here for further immediate care or follow-up contact.
Short Stay Service
A four-bed unit was opened to operate as a back-up facility to the Emergency Room. The limit of stay is maximally 72 hours, so that beds are always available for intensive-care admissions from the Casuality Service, which is the sole source of patients for this unit.
The personnel includes the Emergency Room resident, a specially assigned social worker, the floor nurses who supervise this area, medical students and the senior author. Daily rounds are conducted for assessment, treatment planning and further management.
Examination of data from these Short Stay Service patients indicated that 19.3 per cent of the Emergency Room caseload was admitted, and included 143 females and 78 males. Factors which influenced the decision to admit patients to this unit were the severity of the presenting crisis, the psychiatric morbidity, absence of environmental support for the disturbed patient, severe suicidal attempts and the need for more careful examination of complex variables in these cases. The population statistics for this group included 53.4 per cent diagnosed with psychotic disorders; while the largest diagnostic entity was neurotic depressive reaction in 80 patients (36.2 per cent of the total). The average length of stay worked out to 2.6 days. Twelve patients had overstays (5.4 per cent) for a variety of reasons. Twenty-three patients (10 per cent) required constant observation, while 77 needed special observation.
The total patient population numbered 221, and 105 (47.5 per cent) were discharged home, 43 (18.5 per cent) were committed to mental hospital care, 56 (25 per cent) were admitted to this inpatient service, 10 (4.5 per cent) continued with part-time hospital programs, and 7 patients were transferred to other hospitals. Most patients were followed by Out-Patient Department Services, as after care is an essential feature of the therapeutic plan. The energetic mobilization of therapeutic resources to aid the patient often produced a dramatic effect, enabling him to return to community living.
Summary
Rapid developments in general hospital outpatient psychiatry reflect increasing demands from the community for such setvices. Combining the outpatient caseload and Emergency Room psychiatric patients, nearly 2,500 patients per year were under care.
To provide better care a new emergency intake service has been established, with a 72-hour limit of stay. This is a valuable therapeutic resource, and has made it possible to better study and treat selected acutely-ill patients. It is also a dynamic teaching setting.
The establishment of this intensive-care unit has relieved pressure on the existing services. Suicidal patients, those with transient deliria and acutely disturbed patients have been accommodated. About 20 per cent of the casualty caseload has been admitted to the Short Stay Service,and nearly 50 per cent of such patients were able to return to their homes and community living within three days.
These clinical experiences confirm the description of this unit as a 'comprehensive emergency psychiatric service' in a general hospital setting. The survival of the service is assured and encourages the establishment of similar units in other centres. L'etablissement de ce service de soins intensifs a soulage nos autres services. Les malades portes au suicide, les delirants de passage et les sujets atteints de troubles aigus ant pu etre admis. Pres de 20 p. 100 des malades admis aux services d'urgence ant ete confies au Service de sejour limite et pres de la moitie de ces malades ont pu etre renvoyes chez eux et a la vie communautaire dans les trois jours.
Ces experiences cliniques viennent confirmer la description de cette unite comme "service-psychiatrique d'urgence complet" dans Ie cadre d'un hopital general. Le fonctionnement continu de ce service est maintenant assure et il peut favoriser l'etanlissement d'autres services de ce genre dans d'autres centres.
Our grand business is not to see what lies dimly at a distance, but to do what lies clearly at hand.
Thomas Carlyle 1795-1881
